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Pilonidal Disease(PD)
HistoricalBackground

Á First  scientifically reported by Herbert Mayo in 1833, as a sinus containing hair 
follicles located in the sacrococcygeal region of a female.
ɍ-ÁÙÏ /(Ȣ Ȱ/ÂÓÅÒÖÁÔÉÏÎÓ ÏÎ )ÎÊÕÒÉÅÓ ÁÎÄ $ÉÓÅÁÓÅÓ ÏÆ ÔÈÅ 2ÅÃÔÕÍȱȢ ,ÏÎÄÏÎȡ 
Burgess and Hill, 1833]  
[KhannaA, Rombeau*,Ȣ Ȱ0ÉÌÏÎÉÄÁÌ diseaseȱȢ ClinColon RectalSurg2011; 24: 46-
53].

Á Later (1847)ȟ !ÎÄÅÒÓÏÎ ×ÒÏÔÅ Á ÌÅÔÔÅÒ ÔÏ ÔÈÅ %ÄÉÔÏÒ ÏÆ ÔÈÅ ȰBoston Medical
Surgical*ÏÕÒÎÁÌȱ  ɉnow NEJM) titled Ȱ(ÁÉÒ %ØÔÒÁÃÔÅÄ ÆÒÏÍ ÁÎ 5ÌÃÅÒȱȢ  Anderson 
reported a 21-year-old male with a  TB lesion on his back.  After three weeks, the 
ÃÁÖÉÔÙ ×ÁÓ ÄÒÁÉÎÅÄ ÁÎÄ ÃÌÅÁÎÅÄ ÁÎÄ Á  ȰÍÅÓÈȱ ÍÁÄÅ ÏÆ ÍÕÌÔÉÐÌÅ Ψ-inch-long  hair  
was extracted. As a result,  the  wound healed quickly.  

ɍ!ÎÄÅÒÓÏÎ !7Ȣ Ȱ(ÁÉÒ ÅØÔÒÁÃÔÅÄ ÆÒÏÍ ÁÎ ÕÌÃÅÒȱȢ "ÏÓÔÏÎ -ÅÄ SurgJ 1847; 36: 74-
76 (DOI: 10.1056/NEJM184702240360402)]
ɍ-ÁÒÖÉÎ ,ȟ ÅÄÉÔÏÒȢ Ȱ#ÏÌÏÎ ÁÎÄ 2ÅÃÔÁÌ 3ÕÒÇÅÒÙȱȢ Corman, 2005: 616]

Á Seven years later (1854), Warren described  three similar cases (first  reported 
series in the history of  PD).  

ɍ7ÁÒÒÅÎ *-Ȣ Ȱ!ÂÓÃÅÓÓȟ ÃÏÎÔÁÉÎÉÎÇ ÈÁÉÒȟ ÏÎ ÔÈÅ natesȱȢ Am J Med  Sci 1854; 28: 
113].



Pilonidal Disease
TerminologyBackground

Á PD  was given many namesuntil 1880. Widely used  names were: 
sacral, coccygealor sacrococcygeal infundibulum, dermoid and 
dermoid fistula, congenital dermal sinusand sacrococcygeal 
ectodermal sinus. 

[Kooistra(0Ȣ Ȱ0ÉÌÏÎÉÄÁÌ ÓÉÎÕÓÅÓȢ 2ÅÖÉÅ× ÏÆ ÔÈÅ ÌÉÔÅÒÁÔÕÒÅ ÁÎÄ ÒÅÐÏÒÔ 
ÏÆ ÔÈÒÅÅ ÈÕÎÄÒÅÄ ÆÉÆÔÙ ÃÁÓÅÓȱȢ !Í * Surg1942; 55: 3-17]

Á )Î ΧήήΦȟ (ÏÄÇÅÓ ÓÔÁÔÅÄȡ Ȱ) ÖÅÎÔÕÒÅ ÔÏ ÇÉÖÅ ÔÈÅ ÎÁÍÅ ÏÆ pilo-nidal
ÓÉÎÕÓ ÔÏ ÔÈÉÓ ÒÁÔÈÅÒ ÓÉÎÇÕÌÁÒ ÌÅÓÉÏÎȱ ɉÆÒÏÍ ,ÁÔÉÎ ÌÁÎÇÕÁÇÅȡ Ȱpilusȱ ɀ
hair-ÁÎÄ Ȱnidusȱ ɀnest-).  

[Hodges2-Ȣ Ȱ0ÉÌÏÎÉÄÁÌ sinusȱȢ "ÏÓÔÏÎ MedSurgJ 1880; 103: 485-
486  [DOI: 10.1056/NEJM188011181032101]  

[de ParadesV, etÁÌȢ Ȱ0ÉÌÏÎÉÄÁÌ sinusÄÉÓÅÁÓÅȱȢ  * ViscSurg2013; 150: 
237-247 (PMID: 23911903 DOI: 10.1016/j.jviscsurg.2013.05.006)]



Pilonidal Disease(PD)
Considerationson Terminology

Pilonidal  / Sacro-coccygeal
Cyst/ fistulaκ άSinusPilonidalisέ   

Not alwayscyst(s), not alwaysfistula(e), not evenalwaysin the natal cleft and 
sacrococcygealarea.

ThereforeΣ άtƛƭƻƴƛŘŀƭ Diseaseέ  όt5ύ probablyis a more comprehensive& 
appropriate  term.



Pilonidal Disease(PD)
Outlineof condition& common features

Fistula(e) and/or cyst(s) often (but not only) in the 
sacro-coccygealarea & natal cleft, which develop(s) 
betweenskinand subcutaneousfat, only rarely
reachingthe muscularplane. Therefore,  PD should
probablybe considereda dermatologicaldisease, at 
least initially.



Bascom J. Pilonidal disease: origin from follicles of hairs 
and results of follicle removal as treatment. Surgery1980; 
87: 567-72.

PD: Congenitalor Acquired?

CongenitalTheory

.ŀǎŎƻƳΩǎ Theory

Followedup to
the earlyΨулǎΣ 
now abandoned
όҞ C!/¢Υ t5 exceedingly
rare in pts =<12 yrsof
age) 

Acquired
dermatological
condition



PD: Aetiologyand Pathogenesis
Tributeto: 

John U. Bascom (Oregon, USA)

1925 -2013

BascomJ. Pilonidaldisease: origin from follicles of hairs and results of 
follicle removal as treatment. Surgery1980; 87: 567-72.



Á Accordingto "ÁÓÃÏÍȭÓ widely acceptedtheory (1980), PD originates from
hair follicles of the natal cleft. 

Á Keratin initially occludesa stretched follicle, which becomesinflamed and 
breaksinto adjacent adipose tissue, thus forming a pilonidal micro-abscess.

Á If the micro-abscessdrains towards the outside,  the inflammation subsides
and the mouth of the follicle reopens. The remnant of the follicle and micro-
abscesscavity form a draining pilonidal sinus.

Á Often, looseand vagrant hairs from the region gather in the natal cleft and 
are literally Ȱsuckedȱ into the  sinusȰpotholeȱȟ especially in the sitting
position, encouragedby the contour of the area and by the dynamic forces
involved. Alternative origins of hair could be: scalp, back or gluteal region.

Á Therefore, the sinuscavity fails to heal promptly and epithelial cells keep
moving into the sinusȰwellȱ from the edgesof the follicle, thus forming a 
true epithelium-lined fistula.

PD: Aetiologyand Pathogenesis



PD: Aetiologyand Pathogenesis

From: BascomJ. Pilonidaldisease: origin from follicles of hairs and results of follicle 
removal as treatment. Surgery1980; 87: 567-72.



PD: Multifactorial Aetiology

In addition, Karydakis(1992) attributed the hair 
insertion processto three main factors: 

1. the ȰÉÎÖÁÄÅÒȱ(loose hair); 
2. the ȰÆÏÒÃÅȱ(causes penetration); 
3. the ȰÖÕÌÎÅÒÁÂÉÌÉÔÙȱof the skin  (to the insertion of 

hair at the depth of the natal cleft)

KarydakisGE. 

ά9ŀǎȅ ŀƴŘ ǎǳŎŎŜǎǎŦǳƭ ǘǊŜŀǘƳŜƴǘ ƻŦ ǇƛƭƻƴƛŘŀƭ ǎƛƴǳǎ ŀŦǘŜǊ 
ŜȄǇƭŀƴŀǘƛƻƴ ƻŦ ƛǘǎ ŎŀǳǎŀǘƛǾŜ ǇǊƻŎŜǎǎέΦ 
AustN Z J  Surg1992;62:385ς9.



PD: Epidemiology

ÁPD mainly affects young males (M:F=3:1) 
aged from 15 to 30, its reported prevalence 
varying from 0.11%(among women at 
college in the US) to 8.8% (among Turkish 
soldiers). 

Á"ÁÓÃÏÍ *Ȣ ȰSurgicaltreatment of pilonidal disease. 
Off-midline suturesimprove outcomescomparedwith
midline suturesȱȢ  "-* ΨΦΦήȠ ΩΩάȡ ήΪΨ-3.



PD: Epidemiology

V Fact: PD is rare in people younger than 12 
and older than 40 yrs of age LOW
RECOVERY TIME

V Fact: PD is less common among Chinese 
and other Far East populations, probably 
due to less hair LOW COSMETIC IMPACT



Pilonidal Disease(PD)
Epidemiology& Risk/ PredisposingFactors

× Gender:  M > F (3:1)
× Age between15 and  30 yrs
× Hyrsutismin the natal cleft & buttocks
× Excess keratin in the hair follicle
× Sedentarylifestyle & Obesity
× Contour of the natal cleft (deep, overhanging areas, dips, ), impacted by weight and genetics
× Previousover-employmentof steroids(e.g. asthma, etc.)
× OccupationόάƧŜŜǇ diseaseέ of US Army)
× School activities
× Family history of PD
× Fetal development problems (SpinaBifida Occulta)
× Shape, size, strength  and scalinessƻŦ ǇŀǘƛŜƴǘΩǎ  ƘŀƛǊ όƘŜŀŘ ŀƴŘ ōƻŘȅύ 
× Size of  pores  of skin over  tailbone
× High degree of friction and pressure on  tailbone (such as sitting improperly)
× Traumatic injury to tailbone (fall, kick, etc)
× Participation to high tailbone-impact activities (such as horseback riding, etc)
× Tendency towards blocked hair follicles (acne, boils, sebaceous cysts, etc)
× Tendency towards other skin problems (eczema, etc)
× Weak immune system
× Sufferers from Hidradenitissuppurativa(differential diagnosis)



PD: Unusual reported locations

×Penis, Clitoris, Scrotum

×Scalp, Chin, Nose, Face, Neck & Occiput(following trauma 
duringshaving)

×Umbilicus(Navel), Groin, Suprapubic, Other sitesof Abdominal
wall

×Axilla, Sternum, Breast, Intermammaryarea

×InterdigitalŎƭŜŦǘǎ όƻŎŎǳǇŀǘƛƻƴŀƭΥ ƘŀƛǊŘǊŜǎǎŜǊ άōŀǊōŜǊΩǎ ŘƛǎŜŀǎŜέΣ 
sheep shearer, dog groomer, butcher,  milker, etc)

×Healed Amputation Stump



PD: ClinicalPresentation

×Tender lump
×Redness
×Secretions/ Discharge: 

serous/ haematic/ purulent/ foul smelling
×Possiblefever and generalisedmalaise
×Fistoloustrack(s)
×Recurringinfectionsand/or abscesses
×Oneor more centralprimary pits

(sometimes, thesecan beonly detected
after carefulobservation)



PD: Malignant degeneration 
(anecdotal) 

ÁBorges VF, et al.  άClinicopathologic
characterizationof squamous-cell carcinoma 
arisingfrom pilonidal diseasein associationwith
condylomataacuminatumin HIV-infected
patients: report of two casesέΦ DisColon Rectum
2001; 44: 1873-7.



PD: Malignant degeneration
(anecdotal) 

5ŀǾƛǎ Y!Σ Ŝǘ ŀƭΦ άaŀƭƛƎƴŀƴǘ ŘŜƎŜƴŜǊŀǘƛƻƴ ƻŦpilonidalŎȅǎǘǎέΦ  !Ƴ 
Surg1994; 60:200-4.

× Malignant degeneration of PD is rare. Davis et al. presented 
three new cases with a review of the world's previously 
published 41 cases. Of the total 44 cases, 36 were squamouscell 
carcinoma. All cases occurred in long-standingPD, with the 
mean duration of  PD being 23 years. Five of six patients 
presenting with inguinal metastases died within 16 months. 

× Four patients received adjuvant radiotherapy, one received 
adjuvant chemotherapy, and one patient received both adjuvant 
treatments. Six patients with recurrence  received potentially 
curative resection, with three patients surviving >10 years with 
no evidence of disease. Davis et al. recommend adjuvant chemo-
and radiotherapy  as a new modality  treatment to decrease 
local recurrence rate.



PD: Evaluation& Diagnosis

×Physicalexamination [inspection, careful

observation, palpation,  fistulous track(s) detectableasa 
άviolin stringέ pulling skinapart] + proctoscopy, to rule 
out fistula-in-anoand other conditions (e.g. /ǊƻƘƴΩǎ
disease, hidradenitissuppurativa, infectious conditions 
such as TB, syphilis + STDs,  actinomycosis, etc.) 

DiagnosticImagingonly neededfor selected
recurrent / complexcases:
×Ultrasound of sacrococcygealarea (linear

probe)
×MRI



PD: Ultrasound  (linearprobe)



MRI of PD



MRI of PD



MRI of PD



MRI of PD



PD: TherapeuticalChallenges

Although, reallyΣ  άƧǳǎǘέ ŀ άdermatologicalconditionέ όŀǘ least, 
at the beginning) PD impliesa numberof problemsrelated
to:

1. High ratesof true recurrentdiseaseand/or of persistence
and/or of new localizationof PD in the samepatient.

2. Possiblechoice(alsothankstoά5ǊΦ DƻƻƎƭŜέύ amonga 
numberof surgicaloptions, manyrequiring long recovery
(easily, up to 3 months)  with painful dressings. Yet, 
traditional surgeryis burdenedby high recurrencerates, in 
some seriesevenhigherthan minimally-invasivesurgical
techniques.

3.  Social burden: Daysoff  work / school/ college / university.



PD: Guidelinesfor treatment

American Society of Colon & Rectal Surgeons (ASCRS) 
Guidelines  (2013) [Steele SR, Perry BW, Mills S, Buie
²5Φ άtǊŀŎǘƛŎŜ ǇŀǊŀƳŜǘŜǊǎ ŦƻǊ ǘƘŜ ƳŀƴŀƎŜƳŜƴǘ ƻŦ t5έΦ 
DisColon Rectum2013; 56: 1021ς7] 

ά{ƻŎƛŜǘŁ Lǘŀƭƛŀƴŀ Řƛ /ƘƛǊǳǊƎƛŀ ColoRettaleέ ό{L//wύ 
Guidelines(2015)  [SegreD, Pozzo M, Perinotti R, 
Roche B. ά¢ƘŜ ǘǊŜŀǘƳŜƴǘ ƻŦ t5Υ ƎǳƛŘŜƭƛƴŜǎ ƻŦ ǘƘŜ 
Italian Society of ColorectalSurgeryέΦ 
TechColoproctol, 2015; 19: 607ς13]



PilonidalDisease

CONSERVATIVE 
TREATMENT?

Depilation(temporary,  
questionedby German
authorssuchasPetersenS et
al)
Epilation(postop, 
permanent, includeshair
follicle: LASER etc.)
Hairextraction (from pits)
Perinealhygiene
Phenol& other
chemical/ physicalagents
Antibiotics
Reduction/ Correctionof
sitting down posture



PD: Conservative Treatment 
Armstrong JH,  etŀƭΦ  άPilonidal SinusDisease. The Conservative ApproachέΦ  
ArchSurg1994; 129: 914-8. 

Studyon  229  soldiers@ Montcrief Army Community Hospital,  
Ft Jackson, SC, USA

×MethodsΥ άMeticuloushair control with weekly 5-cm strip shave within the
natal cleft from the anus to the presacrumuntil healing occurred, with further weekly 
shaving for recurrence, avoidance of certain exercises (e.g. sit-ups and legliftsύέΦ

×wŜǎǳƭǘǎΥ ά/ƻƳǇƭŜǘŜ ƘŜŀƭƛƴƎ ƻǾŜǊ уо ƻŎŎǳǇƛŜŘ-bed days was demonstrated in 101 
consecutive cases managed during 1 year with the conservative method, whereas slower 
healing over 4,760 occupied-bed days was observed in 229 patients undergoing 240 
operative procedures during the preceding 2 years. With application of conservative 
treatment over 17 years, only 23 excisionalƻǇŜǊŀǘƛƻƴǎ ǿŜǊŜ ǇŜǊŦƻǊƳŜŘέΦ

×/ƻƴŎƭǳǎƛƻƴǎΥ  ά/ƻƴǎŜǊǾŀǘƛǾŜ ǘƘŜǊŀǇȅ ŜŦŦŜŎǘƛǾŜƭȅ ŎƻƴǘǊƻƭǎ ǇƛƭƻƴƛŘŀƭ ǎƛƴǳǎ ŘƛǎŜŀǎŜ ƛƴ ǘƘŜ 
nonoperativeoutpatient setting while promoting near-normal work status and is 
preferred over excisionaloperationsέΦ



PD:Conservative Approach
Depilation& Hygiene

×No clear / conflicting evidence

×9ÅÔȟ ȰÔÈÅ ÒÁÔÉÏÎÁÌÅ ÆÏÒ ÈÁÉÒ ÒÅÍÏÖÁÌ 
in PDis ÃÏÍÐÅÌÌÉÎÇȱ

×Questioned by some Germanauthors
(PetersenS, et al: not only pointless, but
even? harmful)



Á PetersenS, et al.Ȱ,ÏÎÇ-Term Effects of Postoperative Razor 
EpilationÉÎ 0ÉÌÏÎÉÄÁÌ 3ÉÎÕÓ $ÉÓÅÁÓÅȱȢ DisColon Rectum 2009; 
52:131-4.

Á 1,960 PD pts operated 1980-96 (3 hospitals). Recurrence 
in 34/113 pts (30.1%) after postop depilation  vs77/391 
(19.7% ) ctrls (P = 0.01). 

ÁȰ2ÁÚÏÒhair removal increases the rate ofLT postop PD 
surgery  and  should not be recommended. 
Other epilation techniques  (e.g. LASER ) should be 
ÉÎÖÅÓÔÉÇÁÔÅÄ ÉÎ ÁÐÐÒÏÐÒÉÁÔÅ ÓÔÕÄÉÅÓȱȢ

Á ./4%ȡ ÈÅÒÅ ÔÈÅ ÔÅÒÍ ȰÄÅÐÉÌÁÔÉÏÎȱ ÉÎÓÔÅÁÄ ÏÆ Ȱepilationȱ ÓÈÏÕÌÄ ÈÁÖÅ ÂÅÅÎ ÕÓÅÄȟ 
ÁÓ Ȱepilationȱ ÉÎ ÔÈÅ %ÎÇÌÉÓÈ ÌÉÔÅÒÁÔÕÒÅ ÕÓÕÁÌÌÙ ÒÅÆÅÒÓ ÔÏ ÔÈÅ ÄÅÆÉÎÉÔÉÖÅ 
treatment. 

PD: Conservative Approach
Depilation & Hygiene



ÁBadawyEA, et al. Ȱ%ÆÆÅÃÔ ÏÆ ÈÁÉÒ ÒÅÍÏÖÁÌ ÂÙ NdYAG laser 
ÏÎ ÒÅÃÕÒÒÅÎÃÅ ÏÆ ÐÉÌÏÎÉÄÁÌ ÓÉÎÕÓȱȢ   * Eur AcadDermatol
Venereol 2009; 23: 883-6.

Á 25 PD pts (100% M). 15 pts postop LASER treatment 
(Nd:YAG) 10 ctrls. 

None of LASER pts required further surgery, while  7 / 10 
ctrls (70%) developed recurrent PD.

ÁȰ,!3%2 epilationÃÁÎ ÐÒÅÖÅÎÔ ÒÅÃÕÒÒÅÎÔ 0$ȱȢ 

PD: Conservative Approach
PostopEpilation(permanent)



Á OramY, et al. ȰEvaluation of 60 patients with pilonidal sinus 
treated with LASER epilation ÁÆÔÅÒ ÓÕÒÇÅÒÙȱȢ  Dermatol Surg
2010; 36:88ɀ91.

Á 60 pts operated for PD were postop treated with Alexandrite 
LASER  (1999 -2007).

Overall recurrence rate was 13.3%, after a mean FU ~ 5 yrs. 75% 
of recurrences were detected after FU period of 5 to 9 yrs. 50% 
of recurrences before LASER epilation.

ȰLASER hair removal after surgical interventions in PD decreases 
the risk of recurrence over the long termȱȢ

PD: Conservative Approach
Epilation(permanent)



×Antibiotics have a limited role in both chronic and    
acute PD. 

× This applies to their pre-operative, peri-operative and 
post-operative employment. 

× Antibiotics do not improve  or cure  or  reduce the 
recurrence rate of PD, but they are advisable in 
selected pts  (immunodeficient , cellulitis, systemic
conditions, etc).

PD: Conservative Approach
Roleof Antibiotics



PD: Conservative Approach
Phenol

V KayaalpC, etŀƭΦ άReview of phenol treatment in sacrococcygeal pilonidal 
ŘƛǎŜŀǎŜέΦ ¢ŜŎƘ Coloproctol2009; 13: 189-93.
CalikogluI,  et al. άPhenol Injection Versus Excision With Open Healing in 
tƛƭƻƴƛŘŀƭ 5ƛǎŜŀǎŜΥ ! tǊƻǎǇŜŎǘƛǾŜ wŀƴŘƻƳƛȊŜŘ ¢ǊƛŀƭέΦ Dis Colon Rectum 2017; 60: 
161ς9.

V Employment of phenol in PD dates back to 1964: 

V Maurice BA, et al. ά! ŎƻƴǎŜǊǾŀǘƛǾŜ ǘǊŜŀǘƳŜƴǘ ƻŦ ǇƛƭƻƴƛŘŀƭ ǎƛƴǳǎέΦ .Ǌ W Surg
1964; 51: 510-2. 

V Success rate looks better particularly in cases that have 1-3 sinus orifices and 
comparable with the surgical methods. 

V Better results are achieved when crystallized phenol is used compared to 80% 
liquid phenol.

V Though healing time of the wound is long, the procedure apparently lessens the 
time off work.

V Only weak evidence due to lack of randomized studies . 

V There is also need for longer-term follow-up. 



PD: Conservative Approach
OtherChemical/ PhysicalAgents

(some of theseare only ofhistorical and/or  anecdotalrelevance, with poor outcomes)

ÁFibrin Glue
ÁThrombin Gelatin Matrix
ÁKsharSutra (Ayurvedic, mainly employed in India)
ÁSilver nitrate
ÁAlcohol 80% to 90% 
ÁCollagenase
ÁThorium X
ÁMercuricChloride



PilonidalDisease

CONCLUSIVE 
TREATMENT

SURGERY



PD
IDEAL SURGICAL TECHNIQUE

JUST  WISHFUL  THINKING?

ÅLOW RECURRENCE RATE(<10%, 0% DOES NOT EXIST)
ÅLOW INVASIVITY
ÅNO OR LITTLE PAIN
ÅQUICK HEALING
ÅLOSS OF ONLY A FEW STUDY/WORKING DAYS
ÅLOW COSMETIC IMPACT
ÅLOW PSYCHOLOGICAL IMPACT
ÅLOW COST

MINIMALLY INVASIVE SURGERY (MIS) PROBABLY BEST MATCHES THE 
w9v¦Lw95 άL59![έ {¦wDL/![ ¢9/IbLv¦9 L¢9a{ κ /wL¢9wL! 

COMPARED TO TRADITIONAL SURGERY



PD: SURGERY

ÁAs usual, the multiplicity of surgical 
procedures probably testifies to the lack of 
one optimal treatment method.

Ábƻ άIƻƭȅ DǊŀƛƭέ ŦƻǊ t5



PD: SURGERY

1. OPEN SURGERY
Excisionwithout primary closure

2. MARSUPIALIZATION

3. CLOSED SURGERY

4. PLASTIES WITH VARIOUS FLAPS 
Complex/ RecurrentPD

5. MINIMALLY INVASIVE SURGERY (MIS): LORD-MILLAR (1965), BASCOM (1980), 
SINOTOMY (2007), GIPS (2008), SINUSECTOMY (2011), EPSiT(2014),  CAROTTAGE WITH 
CYSTECTOMY + FISTULECTOMY 

Excisionwith primary closure



PD: THEORETICAL PROs& CONsOF TRADITIONAL  SURGERY

PROs

Åάw!5L/![έ twh/95¦w9 όLb 
THEORY)

Å? LOW RECURRENCE RATES

CONs

ÅINVASIVEOPERATION
ÅSIGNIFICANT COSMETIC BURDEN 
(ESPECIALLY IN YOUNG PATIENTS)
ÅPSYCHOLOGICAL IMPACT
ÅSEVERE POSTOP PAIN
ÅRECOVERY >>> COMPARED TO MIS  (up 
to 3 months)
ÅSEVERAL PAINFUL DRESSINGS, WITH 
LOSS OF WORKING/STUDY DAYS
ÅSIGNIFICANTLY HIGH DEHISCENCE 
RATE 
ÅFINANCIAL BURDEN COMPARED TO 
MIS
ÅOPERATING TIMES >>>COMPARED TO 
MIS 



PD
1 & 2: Excisionwithout primaryclosure: 

Open Surgery& Marsupialization

Recurrent pilonidal disease less frequent 
after healingby secondaryintention

However, wounds can easily take up to 10 ς
12 weeks to heal, with painful dressings in 
between



PD
3:Excisionwith primaryclosure: 

ClosedSurgery

Fasterhealing rates and a more rapid 
return to work, at the expenses, though, of 
increased recurrence rates.



PD: Non-healingSurgicalWounds

ÁAgents promoting wound healing: topical 
applications of hydrogel, silver, honey, zinc, 
selected foam materials, negative pressure 
wound therapy, platelet rich plasma, and plant 
extracts. 

ÁAgents beneficial in reducing bacterial burden:  
topical treatment using polyhexamethylene
biguanide and silver. 

ÁAgents with weak evidencefor true beneficial 
influence on wound related pain: silver, honey, 
and hydrocolloid dressings.



PD
TopicalNegative Pressure
(TNP or VAAC or NPWT)

Á TNP  after surgical excision of PD is feasible. 

Á TNP is beneficial especially in the first 2 postop weeks, 

with a higher wound healing rate.

Á TNP yields no significant benefit with respect to time to complete 
wound healing and time to resume daily life activities. 

UlasBiter L, et al.  The Use of Negative-Pressure Wound Therapy in Pilonidal Sinus Disease: A 
Randomized Controlled Trial Comparing Negative-Pressure Wound Therapy Versus Standard Open 
Wound Care After Surgical Excision. 

Dis Colon Rectum 2014; 57: 1406ɀ11.



PD 
4: PLASTIES / FLAPS (COMPLEX  / RECURRENT)

Á Z-plasty*

Á "ÁÓÃÏÍȭÓ Cleft Lift*

Á Rhomboid*

Á Karydakis*

Á Limberg*

Á GluteusMaximus

Á Bilateral GlutealAdvancement

Á GlutealV-Y

Á Superior GlutealArtery Perforator Flap

Á CrossedTriangular Flaps

Á Modified Dufourmentel flap with superior pedicle

* most common flaps



PD
5:MINIMALLY  INVASIVE  SURGERY

ÁLORD-MILLAR (1965)

ÁBASCOM (1980) 

ÁSINOTOMY (2007) 

ÁGIPS (2008) 

ÁSINUSECTOMY (2011) 

ÁE.P.Si.T.(2014)  

ÁCAROTTAGE WITH CYSTECTOMY + 
FISTULECTOMY (Bascom and Gips
combined)



PD: MINIMALLY INVASIVE  SURGERY

.!{/haΩ{ !ttwh!/I 
Introducedin  1980

DLt{Ω !ttwh!/I 
όάIsraeliέ ǇǊƻŎŜŘǳǊŜύ 
Introducedin 2008

TARGETED EXCISION OF THE 
SMALL CENTRAL PITS BY MEANS 
hC {a![[ {/![t9[ όάrice grainέύ ϧ 

LATERAL WORK  INCISION
όάǎǘŀȅ ƻǳǘ of the ditchΗέύ

TARGETED EXCISION OF THE 
SMALL CENTRAL  & BIGGER 

LATERAL PITS, ALSO  
DEBRIDEMENT OF THE TRACKS BY 
MEANS OF  TREPHINES OR BIOPSY  
PUNCHES  (samesound BascomΩǎ 

principles)

E.P.Si.T.(2014)

SINOTOMY (2007), GIPS (2008), SINUSECTOMY (2011), CAROTTAGE WITH 
CYSTECTOMY + FISTULECTOMY 

WIDER EXCISIONS -IF NEEDED- ALWAYS AS LATERAL AS POSSIBLE

όάstay out of the ditch!!!έύ


